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S168 21 ST IEC PROCEEDINGS
with intellectual disability. Living in residential services for peo­
ple with intellectual disability operated by the N.S.W. depart-
ment of community services.
The trend in medication use in a 3-year period is presented. 
The tendency to use anticonvulsants for behavior management is
documented.
The tendency for medication to be used at higher levels in 
group homes highlights the need to ensure an adequate level of 
support services is available to people who are moved from large 
institutions to community-based services.
Comparative Study of the Care Given to Patients with Dual Diag­
noses of Epilepsy and Developmental Disability Treated in the 
Community and in Specialized Institutions. R. McAulley, R. G. 
Beran, and C. Mallison (Western Sydney Developmental Dis­
ability Service and Department of Neurology, Liverpool Hospi­
tal, Wentworthville, Australia).
The New South Wales State Government passed the Disability 
Services Act 1993 which stated that “ . . , persons with disabil­
ities have the right to live in and be part of the community . . , 
(and). . . persons with disabilities have the same rights as other 
members of the Australian society to services which will support 
their attaining a reasonable quality of life. . . ,” This was inter­
preted by some to imply that institutionally based care was in­
ferior to community-based “group housing,” and resulted in a 
concerted push toward generic community care (often by non- 
professionally trained staff) and the aim of closure of institutions 
for those with developmental disabilities (DD).
Australian research indicated that 40-60% of those with DD 
(sometimes termed “ intellectually challenged” or “ mental retar­
dation”) also have epilepsy, and the medical profession ex­
pressed grave concern about the replacement of the medical 
model for the care of these patients in whom minor seizures may 
be ignored and phenomena often misinterpreted.
We compared the outcome of “changed care” in a cohort of 
community-based clients as compared with a control cohort of 
patients with these dual diagnoses treated in a specialized insti­
tution. We focused on seizure type, frequency, mode of man­
agement, source of DD, and a broad-based assessment of quality 
of life. We make an objective comparison between generic and 
specific care of patients with dual diagnoses of epilepsy and DD.
Self-Help Group, Second Opinion, and Quality of Life. W.O.  Re­
nier (University Hospital Nijmegen, Nijmegen, The Nether­
lands) .
In the last 5 years, we started four self-help groups of parents 
with a child with intractable epilepsy (n = 102). After the first 
two sessions with medical information, almost one-third of the 
parents decided to ask for a second opinion.
In 25% of the latter group, an etiological diagnosis with genetic 
consequences could be made. In five other cases, the diagnosis 
was correct and only genetic counseling was given. In another 
30%, a more precise diagnosis and more insight into the type of 
epilepsy and the complexity of behavior problems caused by 
mental retardation and/or autism were given, resulting in stop­
ping medical shopping. Reduction in medication or changes in 
medication regimen were proposed in 25%. In only two families, 
with a >  15-year history of medical shopping, contact with the 
self-help group was evaluated as nonpositive.
Epilepsy in Adults with Down Syndrome. I. Singh and B. Puri 
(Department of Psychiatry, Charing Cross, Westminster Medical 
School, University of London, London, England).
In a cohort of 68 adults (35 males and 33 females) with Down 
syndrome aged 28.9-83.3 years, 26.5% had a history of sei­
zures. The overall mean age of onset of seizures was 36.8 years- 
that of males (22,2 years) was significantly lower than that of 
females (51.3 years). The age of onset was bimodally distributed 
with the first peak occurring in the first 2 decades and a iate- 
onset peak occurring in the fifth and sixth decades. A strong 
association between the occurrence of Alzheimer’s disease and 
seizures was confirmed. Of those with a history of seizures 
subjects aged >45 years were significantly more likely to have 
Alzheimer’s disease than those aged <45 years. Late onset of 
epilepsy in Down syndrome may be associated with neuronal 
degeneration consistent with Alzheimer’s disease whereas early- 
onset epilepsy is related to another as yet unknown physiological
abnormality.
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Propofol Anesthesia for Epilepsy Surgery. Jung-In Bae and *Eun- 
Ik Son (Departments of Anesthesiology and ^Neurosurgery, 
Keimyung University School of Medicine, Taegu, Korea).
The treatment for epilepsy has been studied throughout the 
course of human history. During the anesthetic procedure for 
epilepsy surgery, the patient must be alert and cooperate with 
the surgeon during functional mapping and electrocorticography 
(ECoG), Propofol was administered intravenously in 20 patients 
scheduled for epilepsy surgery. The mean infusion rate was 100 
(xg/kg/min. For the induction of anesthesia, slightly higher doses 
were required.
The cardiovascular effects of propofol infusion was associated 
with slight decrease in systolic, diastolic, and mean arterial pres­
sures.
Arterial blood gases were analyzed for evaluation of ventila- 
tory function. PaC02 was 41 ±  4.23 mm Hg preoperatively, 44 ± 
5.28 mm Hg 30 min after sedation, 42 ±  6.35 mm Hg 30 min after 
awakening, 46 ± 6.37 mm Hg 30 min after resedation, 44 ± 6.51 
mm Hg at 4 h, and 36 ±  3.98 mm Hg 30 min after recovery,
Pa02 was 101 ± 3 1 . 3  mm Hg preoperatively, 190 ± 47.13 mm 
Hg 30 min after sedation, 195 ±  32 mm Hg 30 min after awak­
ening, and 209 ±  29.23 mm Hg at 30 min, 190 ±  37.36 mm Hgat
4 h, and 102 ± 31.36 mm Hg at 30 min after recovery.
The duration of anesthesia was 8.5—12 h. The duration of 
propofol anesthesia ranged from 8 to 9 h. The awakening time 
from the cessation of propofol infusion ranged from 3 to 17 min. 
We conclude that propofol is an ideal intravenous anesthetic 
during epilepsy surgery.
Intravascular EEG for the Detection of Epileptic Focus. Takao 
Enomoto, Akio Hyodo,  Yuji Matsumaru, Kazuyasu Aoki, 
*Yukio Ono, and Tadao Nose (Department of Neurosurgery 
University of Tsukuba; and ^Division of Total Health Care of 
Tsukuba Medical Center, Tsukuba, Japan).
For surgical treatment of epilepsy, accurate detection of the 
epileptic focus is mandatory but the interhemispheric and insular 
surfaces and undersurface of the brain are relatively inaccessible 
in terms of conventional EEG. Therefore, operatively implanted 
depth electrodes have been used. However, because of its inva­
siveness, we have tried various imaging techniques and a new 
method of obtaining electrical activity from the inaccessible deep 
structures of the brain. The latter method will be described. Thir­
teen patients with epilepsy were subjected to this intravascular 
EEG. After angiography was complete, a guide wire with dein­
sulated top was introduced into the arteries near the structures
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